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Mode of resection Pathologic stage EGFR gene status
Adjuvant
therapy Outcome
Lobectomy pT2N1M0, IIB Wild type None Bone metastasis (6 mo), DWD (1 y, 5 mo)
Lobectomy pT1N0M0, IA Exon 19 (del) None Brain metastasis (2 mo), AWD (3 y, 6 mo)
Left pneumonectomy Pathologic CR Exon 19 (del)* Gefitinib (2 y) Brain metastasis (2 y, 4 mo), AWD (2 y, 7 mo)
Bilobectomy pT1N1M0, IIA Exon 19 (del) Gefitinib (11 mo) AWOD (11 mo)
Lobectomy pT1N2M0, IIIA Unknown None Brain metastasis (5 mo), AWD (2 y)
Left extrapleural
pneumonectomy
pT4N2M0, IIIB Exon 19 (del) Gefitinib (3 mo) Brain metastasis (3 mo), DWD (1 y, 7 mo)
Lobectomy pT4N0M0, IIIB Exon 19 (del)
Exon 20 (T790M)
None Metastasis in thorax (6 mo), AWD (10 mo)
Lobectomy pT2N2M0, IIIA Exon 21 (L858R)
Exon 20 (T790M)
None Metastasis in thorax (4 mo), DWD (1 y, 9 mo)
Lobectomy pT2N0M0, IB Unknown Gefitinib Unknown
TABLE 1. Continued
Brief Clinical Reportsthe timing of surgery, and the role of adjuvant EGFR-TKI
treatment should be also investigated in the future.
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cer. J Clin Oncol. 2009;27(36):6229-36.Aortic dissection and rupture in adolescents after tetralogy of
Fallot repairIgor E. Konstantinov, MD, PhD,a, Tyson A. Fricke, BMedSci,a Yves d’Udekem, MD, PhD,a and
Terry Robertson, MBBS, FRACP,b Melbourne and Adelaide, AustraliaAortic dissection in children and adolescents is rare, yet it
is associated with high mortality. A recent article1 describ-
ing 13 patients with aortic dissections operated between
1970 and 2000 reported an operative mortality of 38%.
Progressive aortic root dilatation is a recognized feature
of tetralogy of Fallot (TOF)2,3 and generally managed con-
servatively. However, 2 recent reports of aortic dissection
in patients with aortic aneurysm after TOF repair4,5 to-
gether with the case presented reemphasize the fact that
aortic root dilatation must be monitored closely in patients
with TOF.rdiovascular Surgery c Volume 140, Number 5 e71
FIGURE 1. Chest x-ray on admission shows scoliosis, chest deformity,
and enlargement of the right heart border.
Brief Clinical ReportsCLINICAL SUMMARY
An 18-year-old boy with 22q11 deletion (weight 70 kg,
height 190 cm, body surface area 1.96 m2) had TOF repair
at the age of 2 months, and over the last few years he had
developed an aortic dilatation 60 3 70 mm in cross-
section, mild aortic valve insufficiency, and mild subaortic
stenosis (peak gradient, 27 mm Hg; mean, 15 mm Hg).
The aortic annulus was 32 mm. The aortic dilatation pro-
gressed despite stringent blood pressure control. He had
a mildly dilated left ventricle with normal function. He
also had normal right ventricular size and function, and
mild pulmonary valve insufficiency. The patient had marked
scoliosis (Figure 1). He was scheduled for an aortic root re-
placement. However, he presented to a local hospital with
severe chest pain and vomiting. Blood pressure was 140/
25 mm Hg. Echocardiogram demonstrated severe aortic
valve insufficiency and dissection of the ascending aorta.
Computed tomography demonstrated a large aneurysm
with dissection (Figure 2), with the aortic wall abating theFIGURE 2. Computed tomography scan shows a large ascending ao
e72 The Journal of Thoracic and Cardiovascular Surgsternum (Figure 2, B–D), the left aortic arch, and an aberrant
right subclavian artery. Dissection stopped at the level of the
right common carotid artery (RCCA). Blood pressure was
controlled with labetalol, and the patient was transferred to
the Royal Children’s Hospital.
On arrival, the patient’s blood pressure was 120/15 and tro-
ponin I level was 0.39 mg/L. An emergency surgery was per-
formed. After heparinization, an 8-mm Dacron graft (St Jude
Medical, St Paul,Minn)was sutured to the right femoral artery
end-to-side for arterial cannulation. Redo midline sternotomy
was performed, and the aneurysmwas detached from the ster-
num, partially with periosteum to avoid entry into the
aneurysm. There was an aortic wall rupture with a large hema-
toma contained by adhesions from previous surgery. The
innominate vein and inferior vena cava were cannulated. An
aortic crossclamp was applied at the level of the RCCA, and
the aneurysm was opened. The remaining false lumen in the
distal aorta was obliterated between 2 Teflon strips, and
a 30-mmDacron graft with a side arm (Vascutek, Ann Arbor,
Mich) was sutured to the aorta at the level of the RCCA. The
side arm was cannulated, and the aortic crossclamp was repo-
sitioned proximal to the side arm. Antegrade perfusion of the
aorta was commenced. No circulatory arrest was required.
Fibromuscular subaortic obstruction was resected. Valve-
sparing aortic root replacement was performed with
a 30-mm Valsalva graft (Vascutek). Aortic crossclamp time
was 180minutes.Cardiopulmonary bypass timewas 204min-
utes. The patient was extubated on the morning after surgery
and discharged on postoperative day 7.
DISCUSSION
TOF is the most commonly encountered cyanotic heart dis-
ease in infancy. Because successful repair of TOF enables
many patients to survive to adulthood, there is a rapidly
increasing population of patients with repaired TOF. Most
of them do well and are frequently lost to follow-up. How-
ever, these patients will require lifelong follow-up because
there may be many late problems, including aortic root dilata-
tion.2 Although aortic root dilatation is a well-recognized
problem after TOF repair, dissection is rare and, perhaps,
underreported. We found only 2 case reports of aortic dissec-
tion after TOF repair.4,5 Kim and colleagues4 reported anrtic aneurysm with dissection (A–D) abating the sternum (B–D).
ery c November 2010
Brief Clinical Reportsaortic dissection with severe aortic regurgitation in a 30-year-
old man who had initial TOF repair at the age of 21 years. His
ascending aorta was 71 mm in diameter. The patient survived
after undergoing a Bentall operation withmechanical prosthe-
sis. The second patient5 was a 36-year-old man who had TOF
repair at the age of 6 years and developed dissection of an as-
cending aortic aneurysm that was 933 83 mm. The outcome
of this patient was not reported. Although dissection is rare in
children, those with aneurysms must be monitored closely.
Why should aortic aneurysms behave differently when the
wall stresses are subject to the same laws of physics?CONCLUSIONS
Dissection of the aortic root can occur in an adolescent
after TOF repair. Aortic dissection must be included in theFrom the Department of Thoracic and Cardiovascular Surgery, Mie University Grad-
uate School of Medicine, Tsu City, Japan.
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The Journal of Thoracic and Cadifferential diagnosis of any patient after TOF repair present-
ing with sudden-onset chest pain, especially those with
a dilated ascending aorta.References
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ing. Int J Cardiol. 2005;101:169-70.Simple preoperative management for cold agglutinins before
cardiac surgeryShinji Kanemitsu, MD, Koji Onoda, MD, Kiyohito Yamamoto, MD, and Hideto Shimpo, MD,
Tsu City, JapanCold agglutinins (CAs) are of particular relevance in car-
diac surgery because of the use of hypothermic cardiopul-
monary bypass. CAs activate at varying levels of
hypothermia and can cause catastrophic hemagglutination,
microvascular thrombosis, or hemolysis. The detection of
CAs before operation may change the management of car-
diopulmonary bypass and myocardial protection. We de-
scribe here a case of aortic valve replacement in which
CAs with high titer and high thermal amplitude were de-
tected preoperatively.
CLINICAL SUMMARY
A 72-year-old woman was seen with severe aortic valve
stenosis. The patient had no symptoms related to CAs,
although preoperative testing demonstrated an elevated CAtiter (1:512) at 4C, and the thermal amplitude for agglutina-
tion was determined as 20C. We administered a high dose
(15 g) of immune globulin (IgG) just before surgery, after
which the CA titer decreased to 1:64. In light of this value,
we decided to perform the operation with normothermic car-
diopulmonarybypass and continuous retrograde and intermit-
tent antegrade tepid blood cardioplegia. Precautions were
taken intraoperatively to avoid exposure to agents within
the active temperature range for CAs. Anesthetic agents and
fluids were warmed. The aortic crossclamp was applied,
and induction cardioplegia was administered retrogradely
into the coronary sinus at 28C. The delivery rate of continu-
ous retrograde cardioplegic solution was 200 mL/min. The
pressure in the coronary sinus was maintained at approxi-
mately 40 mm Hg. Effective absorption was used to obtain
an optimized operative field without interruption of continu-
ous retrograde cardioplegia.The aortic valvewas successfully
replaced. The patient was weaned successfully from cardio-
pulmonary bypass and did not require support with inotropes.
A myocardial temperature probe was placed into the anterior
wall for continuous monitoring. The lowest rectal and myo-
cardium temperatures were 32.5C and 27.2C, respectively.
No signs of hemolytic or vaso-occlusive complications were
seen. No electrocardiographic or enzymatic evidence of
myocardial injury was apparent.rdiovascular Surgery c Volume 140, Number 5 e73
